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Introduction
The burden of HIV epidemic in sub-Saharan Africa remains a great concern in high-risk populations such as men who have sex with men (MSM), who constitute a core group for HIV and several sexually transmitted infections (STI) such as syphilis and hepatitis B [1] [2] [3] [4] [5] [6] [7] [8] [9] . High-risk sexual behaviors such as unprotected anal intercourse and multiple sexual partners are the main factors closely associated with this high burden of HIV and STIs in this vulnerable population [10, 11] . Other factors such as social vulnerability, criminalization, stigma and lack of national intervention strategies for prevention and access to care for MSM are also recognized contributive factors in most of sub-Saharan African countries [12, 13] . Therefore, the implementation of interventions strategies for prevention and medical care towards the MSM population is a key strategy to control the burden of HIV infection and associated STIs in this vulnerable group [14, 15] . Indeed, through intervention strategies such as HIV and STIs testing and counseling, infected MSM can be identified and treated as early as possible. In other hand, promoting HIV counseling in MSM has proved to be an effective strategy to reduce HIV-related sexual risk behaviors, thereby decreasing the incidence of HIV infection among MSM [15] [16] [17] [18] . In the Central African Republic, the HIV epidemic is generalized with a prevalence of 4.9% in adult population [19, 20] . Relatively little has been reported until now about MSM and their sexual health. One preliminary serosurvey conducted in 2010 on MSM in Bangui highlighted that MSM are an identifiable core group accumulating high-risk sexual behaviors and high prevalence of HIV (25%), hepatitis B (17%) and syphilis (4%) [20] . With 25%, the prevalence of HIV in MSM living in Bangui was about 5 times higher than the prevalence of HIV in general population. These data advocate the implementation of specific and targeted MSM interventions to reduce unsafe sexual practices, facilitate access to specialized health service for key vulnerable populations, thereby a priori rendering effective the reduction and control of HIV and associated STIs in this high-risk group [21] [22] [23] . Finally, in the present study, the incidences of HIV, syphilis and hepatitis B infection and the sexual behavior characteristics were assessed at inclusion and after 2 years of follow up in a prospective cohort of men who have sex with men (MSM) attending the Centre National de Référence des Infections Sexuellement Transmissibles et de la Thérapie Antirétrovirale (CNRIST/TAR), which constitutes the principal clinic for sexually transmitted infections (STI) of Bangui, the capital city of the Central African Republic.
Methods
Inclusion of study population and socio-demographic variables: The CNRIST/TAR of Bangui includes specific care towards the MSM population of Bangui. Routinely, 170 MSM attend regularly the STI clinic for HIV and STI screening and care, to receive specific treatment, HIV counseling and for those positive for HIV global support. For the study purpose, a specific strategy involving peer educators was adopted in order to validate the inclusion of MSM attending the CNRIST/TAR and prevent bias. Thus, eligibility criteria were to be approved as having sex with men by his peers, to accept to be followed over a period of at least 2 years and to have a fully informed medical record. At inclusion, a standardized interview was conducted by a sociologist to collect sociodemographic characteristics, such as nationality, residency, age, religion, profession, marital status, number of sexual partners, number of children, age at first intercourse and frequency of condom use, sexual practices and finally to advise participants about HIV and associated STIs. This research study was reviewed and formally approved by Scientific Committee of the Faculté des 
Results
Study population: A total of 99 MSM were included ( Figure 1 ).
The Table 1 increased between the study period from 29% to 41%, 12% to 21% and 14% to 23%, respectively (P < 0.001).
Discussion
In the present study, we report for the first time in and 3.7% in the general population [9] . Similarly, in Malawi, the prevalence of HIV was 21.4% in MSM and 6.1% in the general population [1] . In Kenya, the HIV prevalences in MSM ranged from 12.3% to 43.0% as compared to 6.1% in the general population [5] . In Ivory Coast, the prevalence of HIV in MSM was as high as 50% (n=96) as compared to 3.2% in the general population [3] .
Similarly, high levels of syphilis and hepatitis B have also been frequently reported in MSM living in sub-Saharan Africa, especially in HIV-infected individuals [7] . showing that HIV and STI testing and counseling did not significantly reduce the prevalence of HIV and sexual risk behaviors in MSM [31] . In Lau's study, HIV prevalence ranged from 2.5% at baseline to 6.3% after 21 months of intervention and participants interviewed at month 21 self-reported increased in unprotected anal intercourse and other risk behaviors, comparing recent and prebaseline experiences [31] . However, in another Chinese study, it was shown that after 3 months of HIV and STI testing and risk reduction counseling, anal intercourses decrease significantly among STI-infected MSM from 73.1% to 38.5%, group sex decrease from 19.2% to 5.8% and unprotected anal intercourse decrease from 23.1% to 5.8% [32] . Among STI-negative MSM, risk sexual behaviors could also decrease significantly [32] . Likewise, Huan and colleagues reported in China significant decrease in both unprotected anal intercourse from 60.9% to 42.9% and in the number of MSM having sex with several partners, following 1.5 years intervention [33] . The possibility that relapse in high risk sexual behavior could have occurred in our study MSM should be further investigated, as suggested by previous studies showing that significant positive effects of intervention may wane over time [22, 33, 34] .
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